Video-assisted thoracoscopy (VAT) is usually performed under general anesthesia (GA). We performed an analysis to determine whether multithoracoport VAT under local anesthesia (LA) is feasible.
INTRODUCTION
Thoracoscopy has been performed as a safe technique under local anesthesia (LA) in Europe on a larger scale since the 1950s [1] [2] [3] [4] [5] . Recently improved techniques led to rediscovery of thoracoscopy for diagnostic and therapeutic purposes [6] [7] [8] [9] [10] . We noticed a trend in The Netherlands of more thoracoscopies being performed in the operation theater under general anesthesia (GA) with double lumen intubation [9] [10] [11] [12] [13] [14] . The reasons might be the newly improved video-assisted imaging equipment or easier access to the operation theater for various surgical disciplines.
We reported that this trend towards thoracoscopies (VAT) under GA has led to prolonged H.J.M. SMIT et al.
waiting times, longer hospitalization time, increased costs and the need for the more complex GA with double lumen intubation [15] . lung inspection was impossible, because no other manipulating instruments were used.
With the introduction of VAT, it became common practice to introduce multiple trocars enabling manipulation of the lung and the possibility of introducing instruments through a different trocar than the endoscope. The use of thinner trocars was made possible since the instruments were used separately, and were therefore smaller in diameter.
In the United States, and also in Europe, thoracoscopy gained popularity in recent years as VAT under GA performed in the operation theater [9] [10] [11] [12] [13] [14] [15] 18] , which has certain risks [19] . By using more thoracoports with smaller trocars, it became possible to improve the inspection of the pleural cavity and the lung. However, the wish to do the VAT under GA in the operating theater resulted in unacceptable long waiting time, prolonged hospitalization time, and thus, increased costs [15] . Furthermore, in our opinion, the GA and double lumen intubation are unnecessarily uncomfortable for the patient, and more complex than the standard approach.
In a recent Mayo Clinic report of 771 VAT under GA [20] [20] . VAT under LA also provides therapeutical interventional options, such as adhesiolysis, coagulation of blebs and bullae, and pleurodesis. We performed talc poudrage in 17 of 18 cases of pneumothorax. The sometimes painful event was well tolerated under the given medication of midazolam and thalamonal(R), in part because of the retrograde amnesia.
There were no major complications during or following the procedure. In patients without empyema, the chest tube could be removed after an average of 2.9 days (Table II) .
The diagnostic yield in our series was sufficient, although we made no direct comparison with VAT under GA. The influence of VAT on future therapy, as well as the diagnostic yield are shown in Table III 
